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Abstract

Background: Professionalism has been an important tenet of medical education, yet defining it is a challenge.
Perceptions of professional behavior may vary by individual, medical specialty, demographic group and institution.
Understanding these differences should help institutions better clarify professionalism expectations and provide
standards with which to evaluate resident behavior.

Methods: Duke University Hospital and Vidant Medical Center/East Carolina University surveyed entering PGY1
residents. Residents were queried on two issues: their perception of the professionalism of 46 specific behaviors
related to training and patient care; and their own participation in those specified behaviors. The study reports data
analyses for gender and institution based upon survey results in 2009 and 2010. The study received approval by the
Institutional Review Boards of both institutions.

Results: 76% (375) of 495 PGY1 residents surveyed in 2009 and 2010 responded. A majority of responders rated all
46 specified behaviors as unprofessional, and a majority had either observed or participated in each behavior. For
all 46 behaviors, a greater percentage of women rated the behaviors as unprofessional. Men were more likely than
women to have participated in behaviors. There were several significant differences in both the perceptions of
specified behaviors and in self-reported observation of and/or involvement in those behaviors between institutions.
Respondents indicated the most important professionalism issues relevant to medical practice include: respect for
colleagues/patients, relationships with pharmaceutical companies, balancing home/work life, and admitting
mistakes. They reported that professionalism can best be assessed by peers, patients, observation of non-medical
work and timeliness/detail of paperwork.

Conclusion: Defining professionalism in measurable terms is a challenge yet critical in order for it to be taught and
assessed. Recognition of the differences by gender and institution should allow for tailored teaching and
assessment of professionalism so that it is most meaningful. A shared understanding of what constitutes
professional behavior is an important first step.

Background

Professionalism has been an important tenet of medical
education at least since the time of Hippocrates [1]. In
the last two decades the Liaison Committee on Medical
Education [2], the Accreditation Council for Graduate
Medical Education (ACGME) [3], and the American
Board of Medical Specialties [4] have required formal
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training and assessment in professionalism for physi-
cians in training and practice.

Physician professionalism increasingly has been linked
to improved patient outcomes [5]. Professionalism lapses
lead to more state licensing board actions than a lack of
medical knowledge [6,7]. Unprofessional behavior in med-
ical school predicts poor performance in residency [8] and
later adverse actions by a licensing board [9-11]. Unpro-
fessional behaviors have also been associated with patient
complaints and litigation [12].
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Conversely, residents with higher scores on profession-
alism demonstrate higher in -service training examin-
ation and mini-CEX (clinical evaluation exercise) scores,
are more likely to complete administrative tasks and are
less likely to receive official “warnings” or “probationary
status” during their formal training [13].

Defining professionalism in precise terms has not been
easy [14]. At present, there are over 200 curricular re-
sources on this topic on the MedEdPortal database of-
fered by the Association of American Medical Colleges.
It is evident that many groups have attempted to under-
stand and define professionalism issues related to patient
care. This has resulted in a diverse pool of professional-
ism definitions and standards [14-16]. Most definitions
emphasize three general components: the integrity of
the individual physician; the ability to conduct appropri-
ate relationships with patients within the context of pa-
tient care; and the obligations of physicians to address
larger social issues within which care delivery happens
and is impacted. Given the emphasis on this topic over
the past decade and the abundant available resources
that address it, it seems intuitive that learners bring with
them subjective perceptions of what constitutes profes-
sional behavior. For physicians in training, it seems ap-
parent that definitions of professionalism may vary by
individual, demographic, and/or generation. And, the
definitions and interpretations of “good professional be-
havior” offered by medical students and resident physi-
cians in training may also differ from those of their
teachers and institutions.

Can professionalism be taught during physician train-
ing? The evidence is mixed. Didactic presentations alone
are recognized as insufficient to adequately teach profes-
sionalism [17]. Professional values are less likely to be
taught in formal settings compared with informal ones,
when attending physicians are present and provide role
modeling of professional behaviors [18]. The powerful
influence of the “hidden curriculum” may be more im-
pactful than formal teaching [19]. And, regarding assess-
ment, there are gaps between how students self-assess
their professional behaviors and how that behavior is
assessed by their supervising faculty [20]. A confounding
factor may be the potential disconnect between the per-
ceived unprofessinalism of behaviors and participation
in those same behaviors.

For the purposes of this project, the authors were inter-
ested in the commonly encountered, day-to-day profes-
sionalism issues within clinical practice and the influences
on physician training which have been frequently charac-
terized as the “hidden” or “informal” curriculum [21,22].
Cohen suggests professionalism “is a way of acting” [23]
or what Williams characterizes as the “humdrum day- in,
day- out, everyday work that is the real satisfaction of the
practice of medicine [24]”. These issues change with time.
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Currently, phenomona such as the emergence of social
media, duty hour restrictions and electronic medical re-
cords pose new challenges to healthcare and definitions
and adherence to professionalism. How to identify and
understand the professionalism challenges faced by physi-
cians in training should help training institutions set clear
expectations regarding professional conduct and provide
standards to evaluate resident behavior.

The goal of this study was to identify entering first year
resident physicians’ (PGY1) perspectives on professional-
ism issues and their own behaviors that may contradict
these perceptions. The findings are intended to inform
professionalism teaching and assessment practices and to
identify contemporary issues which may impact learners.
In addition, we explored how the professionalism items
varied by PGY1, gender and by institution. Brody School
of Medicine at East Carolina University and the Vidant
Medical Center are part of a regional health system
(Vidant Health) which provides tertiary care, yet empha-
sizes primary care, comprehensive medical education and
community-based health services to a 29-county region in
eastern North Carolina. Duke University Hospital is a
924-bed academic tertiary and quaternary care facility lo-
cated in Durham, North Carolina. Since its establishment
in 1930, the hospital has grown from a small regional hos-
pital to an academic medical center.

Methods

Two sponsoring institutions, Duke University Hospital
(DUH) and Vidant Medical Center/East Carolina Uni-
versity (VMC/ECU) surveyed entering first year resi-
dents (PGY1s) at the start of their Graduate Medical
Education training in 2009 and 2010. At the time of the
study, DUH had over 950 residents training in one of 77
ACGME programs, and 60 internally sponsored programs.
VMC/ECU had 340 residents training in one of 28
ACGME programs, and 5 internally sponsored programs.
We administered a survey which queried PGY1 residents
on their perceptions of the professionalism of 46 specific
behaviors related to training and patient care, and whether
they had observed and/or participated in those behaviors.
Demographic data were also collected. An existing survey
which had been utilized in a similar fashion and meaning-
ful results published in the medical education literature
was modified with permission of the authors [25]. The
survey included behaviors addressing professionalism
(some of which have been addressed in other studies) to
capture what the PIs, through literature and observation,
identified as timely and critical to physician training [26].
Behaviors ranged from egregious (making fun of patients)
to controversial (attending a dinner sponsored by a
pharmaceutical company). The study was found “exempt”
by the Institutional Review Boards of Duke University
School of Medicine and East Carolina University.
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The survey was administered either electronically via
commercially available electronic survey software, or via
paper hard copy. All data were entered into the comput-
erized survey program for eventual analyses. Residents
were told that participation was voluntary and were asked
to create a unique identifier for the purposes of matching
participant responses over the entire course of their resi-
dency training. Participants were asked to rate their per-
ception of the professionalism of each of the 46 scenarios
using five level ordinal response categories (1 = unprofes-
sional; 2 = somewhat unprofessional; 3 = neutral; 4 = some-
what professional; 5 = professional). For the data analyses,
survey responses of “professional” and “somewhat profes-
sional” were combined into a single category, as were
responses of “unprofessional” and “somewhat unprofes-
sional” and responses for “neutral” were not included. In
reviewing the distribution of responses, in most cases there
were very few in the extreme anchors. In addition there
was concern whether responders could distinguish at a
meaningful level between “unprofessional” and “somewhat
unprofessional” and “somewhat professional” and “profes-
sional.” Thus the PIs determined the anchors on either end
and the “somewhat” responses were reflecting the same
magnitude of ranking. Given these two points, the PIs de-
cided to combine results from “1” with “2” and “4” with
“5,” resulting in a 3 level ordinal response metric, “Unpro-
fessional”, “Neutral”, and “Professional”.

Initial review of the data included analysis of the behav-
iors in which greater than 10% of responders reported
having participated. For these behaviors, the PIs were in-
terested in how responders rated these same items. Thus
a comparison analysis was done to identify any disconnect
between participants’ professionalism rating of these be-
haviors and their related involvement.

The analysis was structured to describe the distribu-
tion of the trends in the 3-level ordinal professionalism
response items by the 2 class variables under consider-
ation — gender (male vs female) and institution (DUH vs
VMC/ECU). Analysis by PGY level was not relevant for
this part of the study. These were evaluated by using the
Cochran-Mantel-Haenszel test statistic. The significance
level was set at p-value of .05. At the risk of uncovering
spurious associations, no adjustment or correction was
made for multiple testing because the spirit of this ana-
lysis was to discover which professionalism items were
associated with gender and institution, and there was no
a priori hypotheses entering the analysis. A Cronbach
Alpha was run to measure internal consistency.

Two open-ended, qualitative questions were included
in the survey:

1. What is the most important issue of professionalism
you believe you and other residents face in your
specialty?
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2. How do you think professionalism can best be
assessed?

Grounded theory methods were used to analyze the
qualitative data. Data were extracted from the open-ended
questions using open coding to identify recurring themes.
There were multiple cycles of reading the comments,
using the constant comparative method to group concepts
into themes. Once continued review of the data revealed
no unrecognized themes the reviewers agreed saturation
had been reached [27].

Two authors (AN and MR) independently coded all
comments. Coding discrepancies were discussed and
themes revised to better represent the data. Open-ended
comments were not compared across institutions or
gender because initial analysis indicated no major differ-
ences; instead these data were treated as a single set.

Results

The survey was administered to 495 entering residents
over the two years of the study. A total of 375 residents
responded, for an overall response rate of 76%. Of the
respondents, 155 (41%) were women and 220 (59%) were
men. By institution, the response rates were similar, with
VMC/ECU (153, 85%) having a somewhat higher overall
response rate than DUH (222, 73%). However, more resi-
dents participated from DUH, as the larger institution.
The overall response rate across the board at both institu-
tions was somewhat higher for year two (78% DUH, 94%
VMC/ECU) than year one. (68% DUH, 75% VMC/ECU).
See Table 1.

Responses to each of the 46 survey items are displayed
in Table 2.

Internal consistency as measured by the Cronbach
Coefficient Alpha for the 46 items was high at 0.96.

As can be seen in Table 2, a majority of responders
rated all 46 specified behaviors as “unprofessional” or
“somewhat unprofessional.”

We were especially interested in knowing in which be-
haviors respondents had personally participated, and yet
also felt to be unprofessional. We identified the 15 be-
haviors with highest levels of reported personal partici-
pation. For these 15 behaviors, the data indicate that
10% to 55% reported having participated personally in
those behaviors, yet 38% to 92% rated them as unprofes-
sional. These data are displayed in Figure 1.

Table 1 Response rate
Duke

VMC/ECU Total

2009 93/137 (68%) 65/87 (75%) 158/224 (71%)
2010 129/166 (78%) 88/94 (94%) 217/260 (83%)
Total 222/303 (73%) 153/181 (85%) 375/484 (77%)
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Table 2 Aggregate survey results
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Behavior Professionalism rating Observed or participated

Un/Somewhat Neutral Some/Fully  Neither observed Observed Participated
professional professional  or participated

Attended a "drugrep" (pharma-sponsored) 165 (44%) 153 (40.8%) 3 (14.1%0 79 (21.1%) 90 (24.0%) 212 (56.5%)

dinner or social event

As a woman, wore clothing to the hospital 347 (92.5%) 18 (4.8%) 6 (1.6%0 143 (38.1%) 233 (62.1%) 5(1.3%)

which revealed exposed midriff, cleavage

or thighs

Wore wrinkled shirts or pants, tennis shoes, 325 (86.7%) 39 (10.4%) 7 (1.9%) 101 (26.9%) 191 (50.9%) 89 (23.7%)

cargo pants to the hospital

Wore a white coat which was in poor 307 (80.3%) 64 (17.1%) 5(1.3%) 84 (22.4%) 152 (40.5%) 145 (38.7%)

condition (e.g. wrinkles, stains, tears in

pockets)

"Blocked" an admissions you thought was 195 (52%) 111 (29.6%) 63 (16.8%) 150 (40.0%) 172 (45.9%) 59 (15.7%)

inappropriate

Celebrated a "blocked" admission 322 (85.9%) 43 (11.5%) 5(1.3%) 159 (42.4%) 181 (48.3%) 41 (10.9%)

Disparaged the ER team/outpatient doctor 348 (92.8%) 16 (4.3%) 5(1.3%) 152 (40.5%) 197 (52.5%) 32 (8.5%)

to others for missed findings later

discovered on the floor

Friended a patient on Facebook 338 (90.1%) 30 (8%) 3 (0.8%) 306 (81.6%) 70 (18.7%) 5(1.3%)

Dated a supervising attending 326 (86.9%) 41 (10.9%) 4 (1.1%) 274 (73.1%) 103 (27.5%) 4 (1.1%)

Dated an attending on another service 204 (54.4%) 146 (38.9%) 21 (5.6%) 256 (68.3%) 119 (31.7%) 6 (1.6%)

Had coffee, lunch or a drink with a patient 251 (66.9%) 104 (27.7%) 15 (4%) 295 (78.7%) 72 (19.2%) 14 (3.7%)

Dated a patient 359 (95.7%) 8 (2.1%) 4 (1.1%) 320 (85.3%) 56 (14.9%) 5(1.3%)

Discussed patient information in a hospital 351 (93.6%) 16 (4.3%) 4 (1.1%) 123 (32.8%) 167 (44.5%) 91 (24.3%)

public space (e.g. elevator, cafeteria, parking

lot, etc.)

Had a nonmedical/personal conversation in 185 (49.3%) 146 (38.9%) 39 (10.4%) 100 (26.7%) 96 (25.6%) 185 (49.3%)

a patient corridor (e.g. discussing evening

plans)

Treated staff, technicians, coordinators, etc. 326 (86.9%) 37 (9.9%) 8 (2.1%) 156 (41.6%) 202 (53.9%) 23 (6.1%)

differently than physicians

Made fun of a patient to a colleague (e.g. 359 (95.7%) 8 (2.1%) 4 (1.1%) 166 (44.3%) 188 (50.1%) 27 (7.2%)

made a derogatory comment about a

patient while they were under anesthesia)

Made a disparaging comment about a 360 (96%) 6 (1.6%) 4 (1.1%) 292 (77.9%) 86 (22.9%) 3 (0.8%)

patient on Facebook, blog, etc.

Made a disparaging comment about a 361 (96.3%) 6 (1.6%) 4 (1.1%) 281 (74.9%) 94 (25.1%) 6 (1.6%)

student, resident, attending, other member

of the healthcare team on Facebook,

blog, etc.

Skipped a lecture or talk in which 332 (88.5%) 32 (8.5%) 7 (1.9%) 159 (42.4%) 147 (39.2%) 75 (20.0%)

attendance was required and no truly

urgent patient care issue needed attention

Arrived late to rounds for nonclinical 342 (91.2%) 25 (6.7%) 4 (1.1%) 147 (39.2%) 157 (41.9%) 77 (20.5%)

reasons

Shared an answer with a peer during an 358 (95.5%) 9 (2.4%) 4 (1.1%) 295 (78.7%) 81 (21.6%) 5(1.3%)

examination

Cheated on an exam because there wasn't 362 (96.5%) 5(1.3%) 3 (0.8%) 305 (81.3%) 3 (19.5%) 3 (0.8%)

time to study

Used material from the web (ppt slides, 361 (96.3%) 7 (1.9%) 3 (0.8%) 293 (78.1%) 82 (21.9%) 6 (1.6%)

papers, etc.) to pass off as original work

(without referencing the author)

Encouraged a student to state that they 353 (94.1%) 13 (3.5%) 5(1.3%) 245 (65.3%) 126 (33.6%) 10 (2.7%)

were doctor to expedite patient care
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Table 2 Aggregate survey results (Continued)

Asked a student to discuss with a patient 354 (94.4%) 12 (3.2%) 3 (0.8%) 263 (70.1%) 104 (27.7%) 14 (3.7%)
medical or surgical information which was

perceived to be beyond their level of

knowledge

Asked a student to perform a medical or 355 (94.7%) 9 (2.4%) 4 (1.1%) 282 (75.2%) 91 (24.3%) 8 (2.1%)
surgical procedure on a patient which was
perceived to be beyond their level of skill

Performed medical or surgical procedures 354 (94.4%) 13 (3.5%) 3 (0.8%) 283 (75.5%) 73 (19.5%) 25 (6.7%)
on a patient beyond perceived level of skill

Misrepresented an ordered test as "urgent" 322 (85.9%) 40 (10.7%) 6 (1.6%) 219 (58.4%) 118 (31.5%) 44 (11.7%)
in order to get it expedited

Reported patient information (labs, test 359 (95.7%) 7 (1.9%) 3 (0.8%) 260 (69.3%) 104 (27.7%) 17 (4.5%)

results, exam results) as normal when
uncertain of the true results

Indicated a test or examination had been 362 (96.5%) 6 (1.6%) 2 (0.5%) 281 (74.9%) 93 (24.8%) 7 (1.9%)
completed when it had not (although was
intended to be)

Falsified patient records (e.g. backdating a 362 (96.5%) 6 (1.6%) 2 (0.5%) 298 (79.5%) 79 (21.2%) 4 (1.1%)
note, documenting physical findings not
personally obtained, etc.)

Avoided caring for a patient because of 360 (96%) 7 (1.8%) 3 (0.8%) 325 (86.7%) 53 (14.1%) 3 (0.8%)
their race, religion, ethnicity, sexuality, etc.

Signed out patients over the phone 217 (57.9%) 122 (32.5%) 30 (8%) 177 (47.2%) 121 (32.3%) 83 (22.1%)
Posted patient information such as "an 349 (93.1%) 18 (4.8%) 3 (0.8%) 304 (81.1%) 74 (19.7%) 3 (0.8%)

interesting rash" or other physical finding
on the web, Facebook, blog, etc. without

permission)

Filmed or photographed a patient without 356 (94.9%) 10 (2.7%) 3 (0.8%) 293 (78.1%) 80 (21.3%) 8 (2.1%)
their consent

Signed out a procedure or task that could 348 (92.8%) 18 (4.8%) 2 (0.5%) 244 (65.1%) 131 (34.9%) 6 (1.6%)

have been completed in order to go home
as early in the day as possible

Logged false duty hours to protect the GME 342 (91.2%) 20 (5.3%) 8 (2.1%) 231 (61.6%) 128 (34.1%) 22 (5.9%)
program and or program director

Stayed past required shift limits to complete 174 (46.4%) 140 (37.3%) 56 (14.9%) 187 (49.9%) 91 (24.3%) 103 (27.5%)
a patient care task which could have been

signed out

Did not alert one's attending/supervisor that 352 (93.9%) 12 (3.2%) 3 (0.8%) 289 (77.1%) 80 (21.3%) 12 (3.2%)
you may have made an error

Did not alert one's attending/supervisor that 332 (88.5%) 35 (9.3%) 3 (0.8%) 295 (78.7%) 74 (19.7%) 12 (3.2%)

one of your colleagues had made an error
that you were aware of

Used a drug from the sample drug cabinet 148 (39.5%) 122 (32.5%) 97 (25.9%) 207 (55.2%) 113 (30.1%) 61 (16.3%)
for an indigent patient

Used a drug from the sample drug cabinet 200 (53.3%) 60 (16%) 10 (2.7%) 272 (72.5%) 99 (26.4%) 10 (2.7%)
for a friend or family member

Written or called in a prescription for self 315 (84%) 45 (12%) 10 (2.7%) 289 (77.1%) 71 (18.9%) 21 (5.6%)
Written or called in a prescription for a 318 (84.8%) 43 (11.5%) 9 (2.4%) 234 (62.4%) 108 (28.8%) 39 (10.4%)

friend, colleague, etc. (without seeing the
patient or making a note in a patient chart)

Accepted a gift from a patient worth < $25 167 (44.5%) 146 (38.9%) 57 (15.2%) 222 (59.2%) 107 (28.5%) 52 (13.9%)
Accepted a gift from a patient worth > $25 296 (78.9%) 66 (17.6%) 6 (1.6%) 286 (76.3%) 89 (23.7%) 6 (1.6%)

For these same 15 behaviors, we analyzed the number of  or “somewhat unprofessional.” See Table 3. Professionalism
individual responders who themselves reported both par- around appearance, such as wearing a white coat in poor
ticipating in the behavior and rating it as “unprofessional”  condition or wrinkled clothes to work, were behaviors a
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Figure 1 Behaviors reported having participated in by 10% or greater of respondents.

large number of participants rated as “unprofessional” yet
had participated in.

We were also interested in discovering potential gender
differences. A greater percentage of women rated the be-
haviors as unprofessional for all 46 items. These rating
differences were statistically significant at the p =.05 level
by gender for 14 behaviors. See Table 4.

Regarding participation in these behaviors, men were
more likely than women to have participated in 37 of

the 46 behaviors; and for two of these behaviors, the differ-
ences were statistically significant. Men were significantly
more likely than women to report having participated in
"making disparaging comments about other members of
the healthcare team" (p =.05) and "not alerting a super-
visor that a mistake was made" (p =.01) (Table 5).

Finally, we were interested in whether there were dif-
ferences in respondents’ views based on the training in-
stitution they were entering. Regarding whether specific

Table 3 Number of respondents (and percent of total) who reported personal participation and rated as

unprofessional

Behavior

Reported personal participation AND rated
as unprofessional

n % of total rating
“unprofessional”

Wore wrinkled shirts or pants, tennis shoes, cargo pants to the hospital 67 20.5
Attended a "drug rep" (pharma-sponsored) dinner or social event 69 416
Wore a white coat which was in poor condition (e.g. wrinkles, stains, tears in pockets) 104 342
"Blocked" an admissions you thought was inappropriate 12 6.1
Celebrated a "blocked" admission 29 89
Discussed patient information in a hospital public space (e.g. elevator, cafeteria, parking lot, etc.) 83 234
Had a nonmedical/personal conversation in a patient corridor (e.g. discussing evening plans) 69 36.7
Skipped a lecture or talk in which attendance was required and no truly urgent patient care issue 61 182
needed attention
Arrived late to rounds for nonclinical reasons 69 200
Misrepresented an ordered test as "urgent" in order to get it expedited 29 9.0
Signed out patients over the phone 21 96
Stayed past required shift limits to complete a patient care task which could have been signed out 23 13.1
Used a drug from the sample drug cabinet for an indigent patient 2 14
Written or called in a prescription for a friend, colleague, etc. (without seeing the patient or making a 18 56
note in a patient chart)
Accepted a gift from a patient worth < $25 17 10.2
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Table 4 Gender differences: professionalism rating
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Q11 Behaviors

Professionalism rating

Unprofessional Neutral (3) Professional p-value
(1-2) (4-5)

Female Male Female Male Female Male
Women health care providers wearing clothing which reveals exposed 9737% 9087% 132%  731% 132%  1.83% 0423
midriff, cleavage or thighs
Men/women health care providers wearing wrinkled shirts or pants, tennis 9145% 8447%  78%  1279%  066%  2.74% 0334
shoes, cargo pants
Blocking" admissions you think are inappropriate 62.67% 46.79% 2667% 3165% 1067% 21.56%  .0009
Celebrating a "blocked" admission 9139%% 8440% 795%  13.76%  066%  1.83% 0456
“Friending” a patient on Facebook 96.05% 88.13% 329%  1096% 066%  091% 0152
Having non-medical/personal conversation in a patient corridor 5658% 4541% 3487% 4266% 855%  11.93%  .0405
(e.g. discussing evening plans)
Treating staff, technicians, coordinators, etc. differently than physicians 9342% 84.02% 592% 12.79%  066%  3.20% 0055
Encouraging a student to state that they are a doctor to expedite patient care  9801%  93.12%  1.32%  505%  066%  1.83% 0504
Staying past shift limits to complete a patient care task which could have 5364% 4220% 3444% 4037% 11.92% 1743% 0266
been signed out
Writing or calling in a prescription for self 90.07% 8165% 795%  1514% 199%  321% 0417
Accepting a gift from a patient worth > $25 86.75%  7546% 13.25% 21.76%  0.00% 2.78% 0032
Dating an attending on another service 65.13% 4749% 3158% 4521%  329%  731% 0007
Dating a supervising attending 9539% 8265% 395%  1598%  0.66% 1.37% 0006
Having coffee, lunch or a drink with a patient 7961% 60.55% 19.08% 3349%  132%  596% < .0001

behaviors were perceived as professional, there were
statistically significant differences between institutions
for 5 of the 46 behaviors and these are displayed in
Table 6.

For three of these behaviors, a greater percentage of
participants entering VMC/ECU programs rated the
behaviors as “unprofessional” or “somewhat unprofes-
sional”; whereas for two behaviors, a greater percentage
of participants entering DUH programs rated the behav-
iors as “unprofessional” or “somewhat unprofessional”.
Although not statistically significantly different, there
were a greater percentage of VMC/ECU participants
than DUH rating the behaviors as unprofessional or
somewhat unprofessional for 27 of the 41 remaining
behaviors. The greatest difference between the two
institutions on any single item was for the behavior “at-
tending a drug-rep sponsored dinner” (rated as profes-
sional or somewhat professional; DUH 4.26% and VMC/
ECU 36.75%).

Table 5 Gender differences: observation and participation

There were statistically significant differences between
institutions for 11 of the 46 behaviors participants reported
they had participated in or observed and these are dis-
played in Table 7.

Table 7 illustrates that for 9 of the 11 behaviors, a greater
percentage of DUH PGY1s reported having participated in
that activity than VMC/ECU PGY1s; whereas there were
two behaviors for which there were a greater percentage of
VMC/ECU responders reporting they had participated in
or observed when compared with DUH PGY1s.

Finally, of the 375 respondents, 73.5 percent of VMC/
ECU participants and 75.6 percent of DUH participants
indicated that they had received either positive or nega-
tive feedback on their own professionalism.

Qualitative results

Themes were identified in the analysis of the two open-
ended questions. Qualitative data were analyzed in ag-
gregate as initial analysis showed no major differences.

Q12 Behaviors Neither observed or Observed Participated p-value
participated
Female Male Female Male Female  Male
Making disparaging comments about students, residents, attending, 68.59% 77.78% 30.13%  20.44% 1.28% 1.78% 0520
other members of the healthcare team on Facebook, blog, etc.)
Not alerting ones attending/supervisor that you may have made 82.05% 71.56% 1731%  23.56% 0.64% 4.89% 0126

an error
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Q11 Behaviors

Professionalism rating

Unprofessional (1-2) Neutral (3) Professional (4-5) p-value
Duke VMC/ECU Duke VMC/ECU Duke VMC/ECU

Reporting patient information (labs, test results) as normal when 96.11% 10000%  2.72% 0.00% 1.17% 0.00% 0447
uncertain of the true results

Not alerting ones attending/supervisor that you may have made an error  94.55% 99.11% 4.28% 0.89% 1.17% 0.00% 0438
Not alerting ones supervisor that one of your colleagues has made an 87.60% 94.74% 11.24%  526% 1.16% 0.00% 0291
error and you are aware

Use drug from sample cabinet for indigent patient 43.92% 3158%  3373%  3246%  2235%  3596% 0043
Attending a "drug-rep" sponsored dinner 58.14% 1368%  3760% 4957%  426%  36.75% < 001

Responders reported that the most important profes-
sionalism issues relevant to clinical practice include:

(1) respect for colleagues and patients

(2) relationships with pharmaceutical companies
(conflict of interest)

(3) balancing home and work life

(4) admitting mistakes or simply stating “I don’t know”

Representative comments for each issue identified in-
clude — (1) “losing our calm when faced with confronta-
tional patients and their family members”, “offering
treatment equally to all patients regardless of insurance
status”, “talking about patients in a joking manner”, (2)
“accepting drug rep gifts”, “feeling pressured by pharma-
ceutical companies” (3) “time management, taking care of
patients instead of being with my family”, “knowing when
it’s okay to go home”, “taking stress home with us” (4) “ac-
knowledging mistakes and learning from them”, “asking
for help when needed”.

Responders reported that professionalism can best be
assessed by peers, by patients, through formal observa-
tion of non-medical work, and by noting the timeliness
and detail of paperwork submitted (e.g., charts, other
types of deliverables).

Discussion

This study sought to examine the perceptions and be-
haviors of physicians at an important transition time:
entry into their first year of graduate medical education.
Our findings inform our understanding of some of the
professionalism issues faced by this generation of learners.
The analysis offers implications for teaching and assessing
professionalism in medical education.

As incoming PGY1s, the participants’ attitudes about the
professionalism of behaviors certainly predated GME, and
perhaps could be attributable to experiences encountered
during their medical school, undergraduate settings or
even earlier. Given what we know about the training envir-
onment of medical schools themselves, it seems highly

Table 7 Institutional differences: observation and participation

Q12 Behaviors Neither observed or Observed Participated p-value
participated
Duke VMC/ECU Duke VMC/ECU Duke VMC/ECU

Attended a drug-rep sponsored dinner 23.40% 16.53% 26.79% 1653%  4981%  66.94% 0037
Use drug from sample cabinet for indigent patient 5849% 47.11% 2943% 28.93% 12.08% 23.97% 0086
"Blocked" admissions you thought inappropriate 34.34% 52.89% 48.68% 35.54% 16.98% 11.57% 001
Celebrated a "blocked" admission 36.60% 55.37% 51.32% 37.19% 12.08% 7.44% 0007
Disparaged ER team/outpatient doctor to others for missed findings ~ 36.60% 47.93% 52.08% 5041% 11.32% 1.65% 0043
later discovered on the floor

Friend-ed a patient on facebook 77.36% 86.78% 21.13%  1240% 1.51% 0.83% 0311
Dated a patient 81.51% 90.08% 16.98% 9.09% 1.51% 0.83% 0327
Cheated on exam because no time to study 76.60% 88.43% 22.26% 11.57% 1.13% 0.00% 0062
Asked student to perform medical/surgical procedure on patient 71.32% 80.99% 2642% 17.36% 2.26% 1.65% 0455
perceived beyond skill level

Reported patient information (labs, test results) as normal when 65.28% 76.03% 30.19% 19.8